The round table conference on minor injuries was chaired by Mr. F. J. MOYNIHAN (Winchester). Mr. M. S. BRETT (Salisbury) declared that minor injuries could have major implications and that doctors often had a part in producing disability. This was done by failing to take a good history and not seeking relevant points, by attaching diagnostic labels, by failing to relieve pain, and by failing to reassure. "Constant clinical awareness" was needed to be ready for unusual injuries and this was developed by attending meetings and exchanging experiences. Doctors could also prevent the patient from getting good treatment by using investigations, especially x-rays, unintelligently. Mr. Brett illustrated some recent minor injury problems pictorially before handing over to Mr. C. V. HoRN (Basingstoke), who discussed sports injuries. He said that 30% occurred in soccer players and were the result of direct or indirect trauma, while running came next with damage usually due to overuse. Eighty per cent. of injuries were muscular, and 35% involved joints while only 2% had bony damage. At the 1968 Olympic Games it had been interesting that sports injuries accounted for only 10% of medical complaints, the rest being due to virus infections, sunburn, insect bites, and other troubles.
fibrillation might be produced. The importance of a long low-reading thermometer was also emphasized. It had to be passed to a length of 10 cm to have an accurate reading. The practice of hyperventilation before diving was common in children and was questioned by the audience. The experts advised against it, since it could cause loss of consciousness and negative buoyancy.
For cases of decompression syndrome advice on how to contact the Navy in emergency was given. The Superintendent of Diving (0705-2231) was always available to inform doctors of the nearest available treatment centre.
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Those The discovery of the so-called psychopharmaceutical drugs led to remarkable progress both in the theory and in the practice of general psychiatry. Before discussing the use of these drugs in the child it is, I think, worthwhile to review our present-day knowledge of their properties and uses. There are three main classes of psychopharmaceutical drugs.' Firstly, "true" neuroleptics, which are active in mania, and in acute and (to a lesser extent) chronic schizophrenia, and in states of agitation. These include the phenothiazines, reserpine, and butyrophenones (haloperidol and similar compounds). A fourth type of drug, sulpiride (Dogmatil), is unusual in combining neuroleptic and antidepressant properties. 
Side Effects
The child resents the side effects of psychotherapeutic agents even more than the adult, because he will not concede that they represent a kind of tax paid on the beneficial action of medicine. Moreover, many antiepileptic drugs, neuroleptics, and anxiolytics, may lead to drowsiness and interfere with his scholastic achievements.
The physical reactions of children and especially of young children to various drugs cannot be predicted, but no one should use the agents without a sound knowledge of their possible side and toxic effects and also interactions. One of the commonest types of side effects are extrapyramidal syndromes in children receiving neuroleptics, while phenothiazines may induce convulsions. Overuse of neuroleptics may lead to severe vascular collapse,3 particularly in the presence of infection or injury. Pancytopenia has been reported in a 14-year-old girl treated with 400 to 800 mg of chlorpromazine per day, and death in a 4-yearold child treated with amitriptyline, and in another treated with a combination of tranylcypromine and trifluoperazine.
We do not yet know whether chlorpromazine and similar compounds have any adverse effect on the growing organism, especially on the immature gonads. Certainly in adults most of the neuroleptics can induce galactorrhoea, amenorrhoea, and impotence or frigidity. A recent Soviet paper reported diabetes insipidus in some patients who had been treated with high doses of butyrophenones. We know that drug therapy has no preventive action against the development of mental disease in adult life, and possibly it may have unfavourable effects upon biological development.
Clinical Use Three types of situations relatively frequently encountered in child psychiatry may benefit from a cautious use of psychopharmaceutical compounds.
RESTLESSNESS
Restlessness is a very broad term, encompassing entirely different conditions. Firstly, I am strongly against treating the "normal restless" child with drugs at all, though sometimes when it is impossible to avoid prescribing something mild sedatives, such as barbiturates (up to 0-01 g three times a day) or diazepam can be used; they will not be very efficient, but at least they are not harmful.
Secondly, the brain-damaged restless child may need treatment. Personally, I have never used amphetamines for these children, mainly because of the danger of further addiction; we are now seeing addicts in early teenagers who were treated with these substances. On the other hand, Lourie5 considers that amphetamines are specific for this group of patients and Eisenberg6 thinks that they improve the cortical inhibition of subcortical impulses.
Thirdly, behaviour difficulties in the epileptic child will not be improved by increasing the dose of anticonvulsants; they will be made worse. Here again amphetamine may be added to barbiturates or other anticonvulsants, or one can use either diazepam, or phenothiazines such as propericiazine.7 Lastly, Connell et al. 8 have shown that butyrophenone was more efficient than diazepam and that it could control Gilles de la Tourette's syndrome. Caution is necessary in giving any of these agents, and it is advisable to give neuroleptics intermittently to avoid serious side effects.
ENURMSIS
The most efficient agent for treating enuresis is imipramine and similar compounds. In adults the tricyclic antidepressants may produce urinary retention, so they probably have an inhibitory effect upon the bladder musculature, as well as an action on the sleep pattern.
Conclusions
Chemotherapy in child psychiatry has proved itself less dramatically useful than in adult psychiatry. This is because we are dealing with different clinical situations and because children's reactions to drugs are often unpredictable and the greatest caution has to be taken. Nevertheless, neuroleptics and tranquillizers may be helpful for controlling restlessness; but we still do not know whether amphetamines are as innocuous as some people make out. Diazepam and chlordiazepoxide can relieve anxiety and put an end to school phobia, and, finally, tricyclic antidepressants can cure enuresis.
